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General Principles of Care in Mental Health and General Medical Settings
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Improving Access to Services
Be aware that people with social anxiety disorder may:

¢ Not know that social anxiety disorder is a recognised condition and can be effectively treated

e Perceive their social anxiety as a personal flaw or failing

¢ Be vulnerable to stigma and embarrassment

¢ Avoid contact with and find it difficult or distressing to interact with healthcare professionals, staffand other service users
¢ Avoid disclosing information, asking and answering questions and making complaints

¢ Have difficulty concentrating when information is explained to them

Primary and secondary care clinicians, managers and commissioners should consider arranging services flexibly to promote access and avoid
exacerbating social anxiety disorder symptons by offering:

e Appointiments at times when the service is least crowded or busy
e Appointiments before or after normal hours, or at home initially
Self-check-in and other ways to reduce distress on arrival

e Opportunities to complete forms or paperwork before or after an appointment in a private space
e Support with concerns related to social anxiety (for exanmple, using public transport)
e A choice of professional if possible

When a person with social anxiety disorder is first offered an appointment, in particular in specialist services, provide clear information in a letter
about:

e Where to go on arrival and where they can wait (offer the use of a private waiting area or the option to wait elsewhere, for example outside
the service's premises)

e [ ocation of facilities available at the service (for example, the car park and toilets)

e What will happen and what will not happen during assessment and treatment

When the person arrives for the appointment, offer to meet or alert them (for example, by text message) when their appointment is about to begin.

Be aware that changing healthcare professionals or services may be particularly stressful for people with social anxiety disorder. Minimise such
disruptions, discuss concerns beforehand and provide detailed information about any changes, especially those that were not requested by the
service user.

For people with social anxiety disorder using inpatient mental health or medical services, arrange meals, activities and accommodation by:

e Regularly discussing how such provisions fit into their treatment plan and their preferences
¢ Providing the opportunity for them to eat on their own if they find eating with others too distressing
¢ Providing a choice of activities they can do on their own or with others

Offer to provide treatment in settings where children and young people with social anxiety disorder and their parents or carers feel most
comfortable, for example, at home or in schools or community centres.

Consider providing childcare (for example, for siblings) to support parent and carer involvement.

Ifpossible, organise appointments in a way that does not interfere with school or other peer and social activities.
Comnunication

When assessing a person with social anxiety disorder:

e Suggest that they communicate with you in the manner they find most comfortable, including writing (for example, in a letter or questionnaire)
e Offer to communicate with them by phone call, text and email

e Make sure they have opportunities to ask any questions and encourage themto do so

¢ Provide opportunities for them to make and change appointments by various means, including text, email or phone

‘When communicating with children and young people and their parents or carers:

e Take into account the child or young person's developmental level, emotional maturity and cognitive capacity, including any learning



disabilities, sight or hearing problems and delays in language development

e Be aware that children who are socially anxious may be reluctant to speak to an unfamiliar person, and that children with a potential
diagnosis of selective mutism may be unable to speak at all during assessment or treatment; accept information from parents or carers, but
ensure that the child or young person is given the opportunity to answer for themselves, through writing, drawing or speaking through a
parent or carer if necessary

e Use plan language if possible and clearly explain any clinical terms

e Check that the child or young person and their parents or carers understand what is being said

e Use communication aids (such as pictures, symbols, large print, braille, different languages or sign language) if needed

Conpetence
Healthcare, social care and educational professionals working with children and young people should be trained and skilled in:

¢ Negotiating and working with parents and carers, including helping parents with relationship difficulties find support
e Managing issues related to information sharing and confidentiality as these apply to children and young people
e Referring children with possible social anxiety disorder to appropriate services

Consent and Confidentiality
Ifthe young person is 'Gillick competent' seek their consent before speaking to their parents or carers.
‘When working with children and young people and their parents or carers:

e Make sure that discussions take place in settings in which confidentiality, privacy and dignity are respected

e Be clear with the child or young person and their parents or carers about limits of confidentiality (that is, which health and social care
professionals have access to information about their diagnosis and its treatment and in what circunmstances this may be shared with others).
This recommendation is adapted from the NICE guideline Service user experience in adult mental health (NICE
clinical guidance 136).

Ensure that children and young people and their parents or carers understand the purpose of any meetings and the reasons for sharing information.
Respect their rights to confidentiality throughout the process and adapt the content and duration of meetings to take into account the impact of the
social anxiety disorder on the child or young person's participation.

Working with Parents and Carers
Ifa parent or carer cannot attend meetings for assessment or treatment, ensure that written information is provided and shared with them.

Ifparents or carers are nvolved in the assessment or treatment of a young person with social anxiety disorder, discuss with the young person
(taking into account their developmental level, emotional maturity and cognitive capacity) what form they would like this involvement to take. Such
discussions should take place at intervals to take account of any changes in circunstances, including developmental level, and should not happen
only once. As the involvement of parents and carers can be quite complex, staff should receive training in the skills needed to negotiate and work
with parents and carers, and also in managing issues relating to information sharing and confidentiality. This recommendation is adapted from the
NICE guideline Service user experience in adult mental health (NICE clinical guidance 136).

Offer parents and carers an assessment of their own needs including;

e Personal, social and emotional support
e Support in their caring role, including emergency plans
e Advice on and help with obtaining practical support

Maintain links with adult mental health services so that referrals for any mental health needs of parents or carers can be made quickly and
smoothly.

Identification and Assessment of Adults
Identification of Adults with Possible Social Anxiety Disorder

Ask the identification questions for anxiety disorders in line with recommendation 1.3.1.2 in the NICE guideline Common mental health disorders.
Identification and pathways to care (NICE clinical guideline 123), and if social anxiety disorder is suspected:
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e Use the 3-item Mini-Social Phobia Inventory (Mini-SPIN) or
e Consider asking the following 2 questions:
¢ Do you find yourself avoiding social situations or activities?
e Are you fearful or embarrassed in social situations?
e [fthe person scores 6 or more on the Mini-SPIN, or answers yes to either of the 2 questions above, refer for or conduct a comprehensive

assessmment for social anxiety disorder (see recommendations below under the section "Assessment of adults with possible social anxiety
disorder")

Ifthe identification questions indicate possible social anxiety disorder (see recommendation above), but the practitioner is not competent to
performa mental health assessment, refer the person to an appropriate healthcare professional. If this professional is not the person's general
practitioner (GP), inform the GP of the referral.

Ifthe identification questions indicate possible social anxiety disorder, a practitioner who is competent to perform a mental health assessment
should review the person's mental state and associated functional, interpersonal and social difficulties.

Assessment of Adults With Possible Social Anxiety Disorder

Ifan adult with possible social anxiety disorder finds it difficult or distressing to attend an mitial appointment in person, consider making the first
contact by phone or internet, but aimto see the person face to face for subsequent assessments and treatment.

When assessing an adult with possible social anxiety disorder:

e Conduct an assessment that considers fear, avoidance, distress and functional impairment
e Be aware of comorbid disorders, including avoidant personality disorder, alcohol and substance misuse, mood disorders, other anxiety
disorders, psychosis and autism

Follow the recommendations in the NICE guideline Common mental health disorders. Identification and pathways to care
(NICE clinical guideline 123) for the structure and content of the assessment and adjust them to take into account the
need to obtain a more detailed description of the social anxiety disorder.

Consider using the following to inform the assessment and support the evaluation of any intervention:

e A diagnostic or problem identification tool as recommended in recommendation 1.3.2.3 in the NICE guideline Common mental health
disorders. Identification and pathways to care (NICE clinical guideline 123).
o A validated measure for social anxiety, for example, the Social Phobia Inventory (SPIN) or the Liebowitz Social Anxiety Scale (LSAS).

Obtain a detailed description of the person's current social anxiety and associated problens and circumstances including:

e Feared and avoided social situations

e What they are afraid might happen in social situations (for example, looking anxious, blushing, sweating, trembling or appearing boring)
* Anxiety symptoms

e View of self

e Content of self-image

o Safety-seeking behaviours

e Focus of attention in social situations

¢ Anticipatory and post-event processing

e Occupational, educational, financial and social circumstances

e Medication, alcohol and recreational drug use

Ifa person with possible social anxiety disorder does not return affer an initial assessment, contact them (using their preferred method of
communication) to discuss the reason for not returning, Remove any obstacles to further assessment or treatment that the person identifies.

Planning Treatment for Adults Diagnosed With Social Anxiety Disorder

After diagnosis of social anxiety disorder in an adult, identify the goals for treatment and provide information about the disorder and its treatment
including;

e The nature and course of the disorder and commonly occurring comorbidities
e The impact on social and personal functioning
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e Commonly held beliefs about the cause of the disorder
e Beliefs about what can be changed or treated
e Choice and nature of evidence-based treatments

Ifthe person also has symptons of depression, assess their nature and extent and determine their functional link with the social anxiety disorder by
asking them which existed first.

e [fthe person has only experienced significant social anxiety since the start of a depressive episode, treat the depression in line with the NICE
guideline Depression. The treatment and management of depression in adults (NICE clinical guideline 90)
o [fthe social anxiety disorder preceded the onset of depression, ask: "If T gave you a treatment that ensured you were no longer anxious in
social situations, would you still be depressed?"'
o [fthe person answers o', treat the social anxiety (unless the severity of the depression prevents this, then offer initial treatment for the
depression)
e [fthe person answers 'yes', consider treating both the social anxiety disorder and the depression, taking into account their preference
when deciding which to treat first
o [fthe depression is treated first, treat the social anxiety disorder when improvement in the depression allows

For people (including young people) with social anxiety disorder who misuse substances, be aware that alcohol or drug misuse is often an attempt
to reduce anxiety in social situations and should not preclude treatment for social anxiety disorder. Assess the nature of the substance misuse to
determine if it is primarily a consequence of social anxiety disorder and:

e Offer a brief mtervention for hazardous alcohol or drug misuse (see the NICE clinical guidelines Alcohol-use disorders. Diagnosis,
assessment and management of harmful drinking and alcohol dependence [NICE clinical guideline 115] and Drug
misuse: psychosocial interventions [NICE clinical guideline 51])

e For harmful or dependent alcohol or drug misuse consider referral to a specialist alcohol or drug misuse service.

Interventions for Adults With Social Anxiety Disorder

Treatment Principles

All mterventions for adults with social anxiety disorder should be delivered by competent practitioners. Psychological interventions should be based
on the relevant treatment manual(s), which should guide the structure and duration of the mtervention. Practitioners should consider using
competence frameworks developed from the relevant treatment manual(s) and for all interventions should:

e Receive regular, high-quality outcome-informed supervision

e Use routine sessional outcome measures (for example, the SPIN or LSAS) and ensure that the person with social anxiety is involved in
reviewing the efficacy of the treatment

¢ Engage in monitoring and evaluation of treatment adherence and practitioner competence — for exanple, by using video and audio tapes,
and external audit and scrutiny if appropriate.

Initial Treatment Options for Adults With Social Anxiety Disorder

Offer adults with social anxiety disorder individual cognitive behavioural therapy (CBT) that has been specifically developed to treat social anxiety
disorder (based on the Clark and Wells model or the Heimberg model; see recommendations below under "Delivering Psychological Interventions
for Adults").

Do not routinely ofter group CBT i preference to individual CBT. Although there is evidence that group CBT is more effective than most other
interventions, it is less clinically and cost effective than individual CBT.

For adults who decline CBT and wish to consider another psychological intervention, offer CBT-based supported self-help (see recommendation
below under "Delivering Psychological Interventions for Adults").

For adults who decline cognitive behavioural interventions and express a preference for a pharmacological intervention, discuss their reasons for
declining cognitive behavioural interventions and address any concerns.

If the person wishes to proceed with a pharmacological ntervention, offer a selective serotonin reuptake mhibitor (SSRI) (escitalopram or
sertraline). Monitor the person carefully for adverse reactions (see recommendations below under "Prescribing and Monitoring Pharmacological
Interventions in Adults").
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For adults who decline cognitive behavioural and pharmacological interventions, consider short-term psychodynamic psychotherapy that has been
specifically developed to treat social anxiety disorder (see recommendation below under "Delivering Psychological Interventions for Adults"). Be
aware of the more limited clinical effectiveness and lower cost effectiveness of this intervention compared with CBT, self-help and pharmacological
mterventions.

Options for Adults With No or a Partial Response to Initial Treatment

For adults whose symptomns of social anxiety disorder have only partially responded to individual CBT after an adequate course of treatment,
consider a pharmacological intervention (see recommendation above under "Initial treatment options for adults with social anxiety disorder") in
combination with individual CBT.

For adults whose symptons have only partially responded to an SSRI (escitalopram or sertraline) after 10 to 12 weeks of treatment, offer
individual CBT in addition to the SSRI.

For adults whose symptomns have not responded to an SSRI (escitalopram or sertraline) or who cannot tolerate the side effects, offer an alternative
SSRI (fluvoxamine' or paroxetine) or a serotonin noradrenaline reuptake inhibitor (SNRI) (venlafaxine), taking into account:

e The tendency of paroxetine and venlafaxine to produce a discontinuation syndrome (which may be reduced by extended-release
preparations)
e The risk of'suicide and likelihood of toxicity in overdose

For adults whose symptons have not responded to an alternative SSRI or an SNRI, offer a monoamine oxidase inhibitor (phenelzine? or
moclobemide).

Discuss the option of individual CBT with adults whose symptorns have not responded to pharmacological interventions.

I At the time of publication (May 2013) fluvoxamine did not have a UK marketing authorisation for use in adults with social anxiety disorder. The prescriber should follow relevant
professional gnidance, taking full responsibility for the decision. Informed consent should be obtained and documented. See the General Medical Council's Good practice in prescribing

and managing medicines and devices for further information.

2 At the time of publication (May 2013) phenelzine did not have a UK marketing authorisation for use in adults with social anxiety disorder. The prescriber should follow relevant
professional guidance, taking full responsibility for the decision. Informed consent should be obtained and documented. See the General Medical Council's Good practice in prescribing

and managing medicines and devices for further information.

Delivering Psychological Interventions for Adults

Individual CBT (the Clark and Wells model) for social anxiety disorder should consist of up to 14 sessions of 90 minutes' duration over
approximately 4 months and include the following:

¢ Education about social anxiety

e Experiential exercises to demonstrate the adverse effects of self-focused attention and safety-seeking behaviours
¢ Video feedback to correct distorted negative self-imagery

¢ Systematic training in externally focused attention

¢ Within-session behavioural experiments to test negative beliefs with linked homework assignments

¢ Discrimnation training or rescripting to deal with problematic memories of social trauma

e Examination and modification of core beliefs

¢ Modification of problematic pre- and post-event processing

e Relapse prevention

Individual CBT (the Heimberg model) for social anxiety disorder should consist of 15 sessions of 60 minutes' duration, and 1 session of 90 minutes
for exposure, over approximately 4 months, and include the following;

¢ Education about social anxiety

e Cognitive restructuring
e Graduated exposure to feared social situations, both within treatment sessions and as homework

e Examination and modification of core beliefs
e Relapse prevention

Supported self-help for social anxiety disorder should consist of:

e Typically up to 9 sessions of supported use of a CBT-based self-help book over 3—4 months
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e Support to use the materials, either face to face or by telephone, for a total of 3 hours over the course of the treatment

Short-term psychodynamic psychotherapy for social anxiety disorder should consist of typically up to 25-30 sessions of 50 mnutes' duration over
6-8 months and include the following:

e Education about social anxiety disorder

e Establishing a secure positive therapeutic alliance to modify insecure attachments

e A focus on a core conflictual relationship theme associated with social anxiety symptoms
e A focus on shame

¢ Encouraging exposure to feared social situations outside therapy sessions

e Support to establish a self-affirming inner dialogue

¢ Help to improve social skills

Prescribing and Monitoring Pharmacological Interventions in Adults

Before prescribing a pharmacological intervention for social anxiety disorder, discuss the treatment options and any concerns the person has about
taking medication. Explain fully the reasons for prescribing and provide written and verbal information on:

e The likely benefits of different drugs

e The different propensities of each drug for side effects, discontinuation syndromes and drug interactions

e The risk of early activation symptoms with SSRIs and SNRIs, such as increased anxiety, agitation, jitteriness and problems sleeping

e The gradual development, over 2 weeks or more, of the full anxiolytic effect

e The importance of taking medication as prescribed, reporting side effects and discussing any concerns about stopping medication with the
prescriber, and the need to continue treatment after remission to avoid relapse

Arrange to see people aged 30 years and older who are not assessed to be at risk of suicide within 1-2 weeks of first prescribing SSRIs or
SNRIS to:

e Discuss any possible side effects and potential interaction with symptomns of social anxiety disorder (for example, increased restlessness or
agitation)
e Advise and support themto engage in graduated exposure to feared or avoided social situations.

After the initial meeting (see recommendation above), arrange to see the person every 2—4 weeks during the first 3 months of treatment and every
month thereafter. Continue to support them to engage in graduated exposure to feared or avoided social situations.

For people aged under 30 years who are offered an SSRI or SNRI:

e Warn them that these drugs are associated with an increased risk of suicidal thinking and self~harm in a minority of people under 30 and

e See them within 1 week of first prescribing and

e Monitor the risk of suicidal thinking and self-harm weekly for the first month (this recommendation is from the NICE clinical guideline
Generalised anxiety disorder and panic disorder [with or without agoraphobia] in adults. Management in primary, secondary and community
care (NICE clinical guideline 113).

Arrange to see people who are assessed to be at risk of suicide weekly until there is no indication of increased suicide risk, then every 2—4 weeks
during the first 3 months of treatment and every month thereafter. Continue to support them to engage in graduated exposure to feared or avoided
social situations.

Advise people taking a monoamine oxidase inhibitor of the dietary and pharmacological restrictions concerning the use of these drugs as set out in
the British national formulary.

For people who develop side effects soon affer starting a pharmacological intervention, provide information and consider 1 of the following
strategies:

e Monitoring the person's symptoms closely (if the side effects are mild and acceptable to the person)
e Reducing the dose of the drug
e Stopping the drug and offering either an alternative drug or individual CBT, according to the person's preference

This recommendation is adapted from the NICE clinical guideline Generalised anxiety disorder and panic disorder (with or without agoraphobia) in
adults. Management in primary, secondary and community care (NICE clinical guideline 113).


/Home/Disclaimer?id=46234&contentType=summary&redirect=https%3a%2f%2fwww.nice.org.uk%2fguidance%2fCG113
/Home/Disclaimer?id=46234&contentType=summary&redirect=https%3a%2f%2fwww.nice.org.uk%2fguidance%2fCG113

Ifthe person's symptomns of social anxiety disorder have responded well to a pharmacological intervention in the first 3 months, continue it for at
least a further 6 months.

When stopping a pharmacological intervention, reduce the dose of the drug gradually. If symptomms reappear after the dose is lowered or the drug
is stopped, consider increasing the dose, reintroducing the drug or offering individual CBT.

Identification and Assessment of Children and Young People

Identification of Children and Young People With Possible Social Anxiety Disorder

Health and social care professionals in primary care and education and commumity settings should be alert to possible anxiety disorders in children
and young people, particularly those who avoid school, social or group activities or talking in social situations, or are iritable, excessively shy or
overly reliant on parents or carers. Consider asking the child or young person about their feelings of anxiety, fear, avoidance, distress and
associated behaviours (or a parent or carer) to help establish if social anxiety disorder is present, using these questions:

e "Sometimes people get very scared when they have to do things with other people, especially people they don't know. They might worry
about doing things with other people watching, They might get scared that they will do something silly or that people will make fin of them.
They might not want to do these things or, if they have to do them, they might get very upset or cross."

¢ "Do you/does your child get scared about doing things with other people, like talking, eating, going to parties, or other things at
school or with friends?"

¢ "Do you/does your child find it difficult to do things when other people are watching, like playing sport, being in plays or concerts,
asking or answering questions, reading aloud, or giving talks in class?"

¢ "Do you/does your child ever feel that yowyour child can't do these things or try to get out of them?"

Ifthe child or young person (or a parent or carer) answers 'yes' to one or more of the questions above, consider a comprehensive assessment for
social anxiety disorder (see recommendations below under "Assessment of Children and Young People With Possible Social Anxiety Disorder").

Ifthe identification questions (see first recommendation in this section) indicate possible social anxiety disorder, but the practitioner is not
competent to perform a mental health assessment, refer the child or young person to an appropriate healthcare professional. If this professional is
not the child or young person's GP, inform the GP of the referral.

Ifthe identification questions (see first recommendation in this section) indicate possible social anxiety disorder, a practitioner who is competent to
performa mental health assessment should review the child or young person's mental state and associated functional, interpersonal and social
difficulties.

Assessment of Children and Young People With Possible Social Anxiety Disorder
A comprehensive assessment of a child or young person with possible social anxiety disorder should:

¢ Provide an opportunity for the child or young person to be interviewed alone at some point during the assessment

e [fpossible nvolve a parent, carer or other adult known to the child or young person who can provide information about current and past
behaviour

¢ [fnecessary involve more than one professional to ensure a comprehensive assessment can be undertaken

When assessing a child or young person obtain a detailed description of their current social anxiety and associated problems including:

e Feared and avoided social situations

e What they are afraid might happen in social situations (for example, looking anxious, blushing, sweating, trembling or appearing boring)
e Anxiety symptons

e View of self

e Content of self-image

e Safety-seeking behaviours

e Focus of attention in social situations

e Anticipatory and post-event processing, particularly for older children
e Family circunmstances and support

e Friendships and peer groups, educational and social circunrstances

e Medication, alcohol and recreational drug use

As part of a comprehensive assessiment, assess for causal and mantaining factors for social anxiety disorder in the child or young person's home,



school and social environment, in particular:

e Parenting behaviours that promote and support anxious behaviours or do not support positive behaviours
e Peer victimisation in school or other settings

As part of a comprehensive assessiment, assess for possible coexisting conditions such as:

e Other mental health problems (for example, other anxiety disorders and depression)

¢ Neurodevelopmental conditions such as attention deficit hyperactivity disorder, autism and learning disabilities

¢ Drug and alcohol misuse (see the last recommendation under the section "Planning treatment for adults diagnosed with social anxiety
disorder")

e Speech and language problems

To aid the assessment of social anxiety disorder and other common mental health problens consider using formal instruments (both the child and
parent versions if available and indicated), such as:

e The LSAS—child version or the Social Phobia and Anxiety Inventory for Children (SPAI-C) for children, or the SPIN or the LSAS for
young people

e The Multidimensional Anxiety Scale for Children (MASC), the Revised Child Anxiety and Depression Scale (RCADS) for children and
young people who may have comorbid depression or other anxiety disorders, the Spence Children's Anxiety Scale (SCAS) or the Screen
for Child Anxiety Related Emotional Disorders (SCARED) for children

Use formal assessment instruments to aid the diagnosis of other problens, such as:

e A validated measure of cognitive ability for a child or young person with a suspected learning disability
e The Strengths and Difficulties Questionnaire for all children and young people

Assess the risks and harm faced by the child or young person and if needed develop a risk management plan for risk of self-neglect, familial abuse
or neglect, exploitation by others, self-harm or harmto others.

Develop a profile of the child or young person to identify their needs and any further assessments that may be needed, including the extent and
nature of:

¢ The social anxiety disorder and any associated difficulties (for example, selective mutism)

¢ Any coexisting mental health problems

¢ Neurodevelopmental conditions such as attention deficit hyperactivity disorder, autism and learning disabilities
e Experience of bullying or social ostracism

¢ Friendships with peers

e Speech, language and communication skills

e Physical health problens

¢ Personal and social functioning to indicate any needs (personal, social, housing, educational and occupational)
¢ Educational and occupational goals

e Parent or carer needs, including mental health needs

Interventions for Children and Young People With Social Anxiety Disorder

Treatment Principles

All interventions for children and young people with social anxiety disorder should be delivered by competent practitioners. Psychological
interventions should be based on the relevant treatment manual(s), which should guide the structure and duration of the intervention. Practitioners
should consider using competence frameworks developed from the relevant treatment manual(s) and for all interventions should:

e Receive regular high-quality supervision
e Use routine sessional outcome measures, for exanple:
e The LSAS—child version or the SPAI-C, and the SPIN or LSAS for young people
e The MASC, RCADS, SCAS or SCARED for children
e Engage in monitoring and evaluation of treatment adherence and practitioner competence — for example, by using video and audio tapes,
and external audit and scrutiny if appropriate



Be aware of the impact of the home, school and wider social environments on the maintenance and treatment of social anxiety disorder. Maintain a
focus on the child or young person's emotional, educational and social needs and work with parents, teachers, other adults and the child or young
person's peers to create an environment that supports the achievement of the agreed goals of treatment.

Treatment for Children and Young People With Social Anxiety Disorder

Offer individual or group CBT focused on social anxiety (see recommendation below under the section "Delivering psychological interventions for
children and young people") to children and young people with social anxiety disorder. Consider involving parents or carers to ensure the effective
delivery of the intervention, particularly in young children.

Delivering Psychological Interventions for Children and Young People
Individual CBT should consist of the following, taking into account the child or young person's cognitive and emotional maturity:

e 812 sessions of 45 minutes' duration

e Psychoeducation, exposure to feared or avoided social situations, training in social skills and opportunities to rehearse skills in social
situations

e Psychoeducation and skills training for parents, particularly of young children, to promote and reinforce the child's exposure to feared or
avoided social situations and development of skills

Group CBT should consist of the following, taking mnto account the child or young person's cognitive and emotional maturity:

e 812 sessions of 90 minutes' duration with groups of children or young people of the same age range

¢ Psychoeducation, exposure to feared or avoided social situations, training in social skills and opportunities to rehearse skills in social
situations

e Psychoeducation and skills training for parents, particularly of young children, to promote and reinforce the child's exposure to feared or
avoided social situations and development of skills

Consider psychological interventions that were developed for adults (see "Interventions for Adults with Social Anxiety Disorder”, above) for young
people (typically aged 15 years and older) who have the cognitive and emotional capacity to undertake a treatment developed for adults.

Interventions That Are Not Recommended to Treat Social Anxiety Disorder
Do not routinely ofer pharmacological nterventions to treat social anxiety disorder in children and young people.

Do not routinely offer anticonvulsants, tricyclic antidepressants, benzodiazepines or antipsychotic medication to treat social anxiety disorder in
adults.

Do not routinely offer mindfulness-based interventions or supportive therapy to treat social anxiety disorder (including mindfulness-based stress
reduction and mindfulness-based cognitive therapy).

Do not offer St John's wort or other over-the-counter medications and preparations for anxiety to treat social anxiety disorder. Explain the
potential interactions with other prescribed and over-the-counter medications and the lack of evidence to support their safe use.

Do not offer botulinum toxin to treat hyperhidrosis (excessive sweating) in people with social anxiety disorder. This is because there is no good-
quality evidence showing benefit from botulinum toxin in the treatment of social anxiety disorder and it may be harmful.

Do not offer endoscopic thoracic sympathectomy to treat hyperhidrosis or facial blushing in people with social anxiety disorder. This is because
there is no good-quality evidence showing benefit from endoscopic thoracic sympathectomy in the treatment of social anxiety disorder and it may
be harmful.

Specific Phobias

Interventions That Are Not Recommended

Do not routinely ofter computerised CBT to treat specific phobias in aduilts.

Clinical Algorithm(s)

The recommendations from this guideline have been incorporated into a NICE Pathway


/Home/Disclaimer?id=46234&contentType=summary&redirect=http%3a%2f%2fpathways.nice.org.uk%2fpathways%2fsocial-anxiety-disorder

Scope

Disease/Condition(s)

Social anxiety disorder

Note: For the purposes of this guideline, social anxiety disorder is defined as "persistent fear of or anxiety about one or more social or performance situations that is out of proportion
to the actual threat posed by the situation".

Guideline Category
Counseling

Diagnosis

Management

Risk Assessment

Treatment

Clinical Specialty
Family Practice

Internal Medicine

Pediatrics

Psychiatry

Psychology

Intended Users

Advanced Practice Nurses

Health Care Providers

Nurses

Physician Assistants

Physicians

Psychologists/Non-physician Behavioral Health Clinicians

Social Workers

Guideline Objective(s)

e To make recommendations for the recognition, assessment and treatment of social anxiety disorder

e To improve access and engagement with treatment and services for people with social anxiety disorder

e To evaluate the role of specific psychological and psychosocial interventions in the treatment of social anxiety disorder

e To evaluate the role of specific pharmacological interventions in the treatment of social anxiety disorder

e To integrate the above to provide best-practice advice on the care of people throughout the course of their social anxiety disorder

e To promote the implementation of best clinical practice through the development of recommendations tailored to the requirements of the



National Health Service (NHS) in England and Wales

Target Population

e Adults (aged 18 and older) with social anxiety disorder
e Children and young people (from school age to 17 years) with social anxiety disorder

Interventions and Practices Considered

1. General principles of care in mental health and general medical settings
e [mproving access to services
¢ Communication with patients
¢ Ensuring competence of care
¢ Ensuring patient consent and confidentiality
e Working with parents and carers
2. Identification and assessment of possible social anxiety disorder in adults
e Identification questions (e.g., Mini-Social Phobia Inventory [Mini-SPINT)
¢ Diagnostic assessment
e Use of validated measures for social anxiety (e.g., SPIN or Liebowitz Social Anxiety Scale [LSAS])
3. Planning treatment for adults with social anxiety disorder
4. Interventions for adults with social anxiety disorder
e General treatiment principles
¢ Individual cognitive behavioural therapy (CBT)
e (CBT-based supported self-help
e Pharmacological interventions: serotonin reuptake inhibitor (SSRI) (escitalopram, sertraline, fluvoxamine, paroxetine) or serotonin
noradrenaline reuptake mhibitor (SNRI) (venlafaxine)
e Psychodynamic psychotherapy
e Combination of pharmacotherapy with individual CBT
e Monitoring pharmacological interventions for response and adverse effects
5. Identification and assessment of children and young people with possible social anxiety disorder
e Being alert to behaviours that may indicate a possible anxiety disorder
e Comprehensive assessment, including assessment for coexisting conditions
e Use of formal assessment instruments: LSAS, SPIN, Social Phobia and Anxiety Inventory for Children (SPAI-C), Multidimensional
Anxiety Scale for Children (MASC), Revised Child Anxiety and Depression Scale (RCADS), the Spence Children's Anxiety Scale
(SCAS), or the Screen for Child Anxiety Related Emotional Disorders (SCARED), Strengths and Difficulties Questionnaire
6. Interventions for children and young people with social anxiety disorder
e General treatment principles
¢ Individual or group CBT
7. Interventions specifically not recommended or not recommended routinely
¢ Pharmacological interventions to treat social anxiety disorder in children and young people (not recommended routinely)
¢ Anticonvulsants, tricyclic antidepressants, benzodiazepines or antipsychotic medication to treat social anxiety disorder in adults (not
recommended routinely)
e Mindfulness-based interventions or supportive therapy to treat social anxiety disorder (not recommended routinely)
e St. John's wort or other over-the-counter medications and preparations for anxiety to treat social anxiety disorder (not
recommended)
e Botulinum toxin to treat hyperhidrosis (not recommended)
e Endoscopic thoracic synmpathectomy to treat hyperhidrosis or facial blushing (not recommended)
e Computerized CBT to treat specific phobias in adults (not recommended)

Major Outcomes Considered

e Accuracy of recognition tools (considering sensitivity, specificity, positive predictive value, negative predictive value and area under the



curve)
e Percentage of people receiving appropriate treatment
¢ Symptom improvement (short and long term)
¢ Educational, occupational and social performance/functioning
e Health economic outcomes (for example, quality-adjusted life year [QALY])
e Health-related quality of life
e Treatment acceptability

Methodology

Methods Used to Collect/Select the Evidence
Hand-searches of Published Literature (Primary Sources)
Hand-searches of Published Literature (Secondary Sources)

Searches of Electronic Databases

Searches of Unpublished Data

Description of Methods Used to Collect/Select the Evidence

Note from the National Guideline Clearinghouse (NGC): This guideline was developed by the National Collaborating Centre for Mental Health on
behalf of the National Institute for Health and Care Excellence (NICE). See the "Availability of Companion Documents" field for the full version of
this guidance.

Search Strategy for Clinical Evidence

Scoping Searches

A broad prelimmary search of the literature was undertaken in December 2010 to obtain an overview of the issues likely to be covered by the
scope, and to help define key areas. Searches were restricted to clinical guidelines, Health Technology Assessment (HTA) reports, key systematic
reviews and randomised controlled trials (RCTs) and conducted in the following databases and websites:

e BM]J Clinical Evidence

¢ (Canadian Medical Association (CMA) Infobase (Canadian guidelines)

e Clinical Policy and Practice Program of the New South Wales Department of Health (Australia)
e (Clinical Practice Guidelines (Australian Guidelines)

e Cochrane Central Register of Controlled Trials (CENTRAL)

e Cochrane Database of Abstracts of Reviews of Effects (DARE)

e Cochrane Database of Systematic Reviews (CDSR)

¢ Excerpta Medica Database (EMBASE)

e Guidelines International Network (G-1-N)

e Health Evidence Bulletin Wales

e Health Management Information Consortium (HMIC)

e HTA database (technology assessments)

e Medical Literature Analysis and Retrieval System Online (MEDLINE/MEDLINE in Process)
e National Health and Medical Research Council (NHMRC)

e National Library for Health (NLH) Guidelines Finder

e New Zealand Guidelines Group

e NHS Centre for Reviews and Dissemination (CRD)

¢ Organizing Medical Networked Information (OMNI) Medical Search

e SIGN

e Turning Research Into Practice (TRIP)



e United States AHRQ
e Websites of NICE — including NHS Evidence - and the National Institute for Health Research (NIHR) HTA Programime for guidelines and
HTASs in development

Further information about this process can be found in The National Institute for Health and Care Excellence (NICE) Guidelines Manual (see the
"Availability of Companion Documents" field).

Systematic Literature Searches

After the scope was finalised, a systematic search strategy was developed to locate as much relevant evidence as possible. The balance between
sensitivity (the power to identify all studies on a particular topic) and specificity (the ability to exclude irrelevant studies from the results) was
carefully considered, and a decision made to utilise a broad approach to searching to maximise retrieval of evidence to all parts of the guideline.
The broad search was restricted to systematic reviews and randomized controlled trials. Additional question specific searching was conducted for
other literature where necessary, and restricted to observational studies, qualitative studies/surveys. The following databases were utilised for the
searches:

e Allied and Complementary Medicine Database (AMED)

e Applied Social Services Index and Abstracts (ASSIA)

¢ Australian Education Index (AEI)

¢ British Education Index (BEI)

e Cumulative Index to Nursing and Allied Health Literature (CINAHL)
e Cochrane Database of Abstracts of Reviews of Effects (DARE)

e Cochrane Database of Systematic Reviews (CDSR)

e CENTRAL (COCHRANE database of RCTs and other controlled trials)
¢ Education Resources in Curriculum (ERIC)

e EMBASE

e Health Management Information Consortium (HMIC)

e HTA database (technology assessments)

¢ [nternational Bibliography of Social Science (IBSS)

e MEDLINE / MEDLINE In-Process

e PsycBOOKS

e PsycEXTRA

e Psychological Information Database (PsycINFO)

e Social Services Abstracts (SSA)

e Social Sciences Citation Index — Web of Science (SSCI)

The search strategies were initially developed for MEDLINE before being translated for use in other databases/interfaces. Strategies were built up
through a number of trial searches and discussions of the results of the searches with the review team and the Guideline Development Group
(GDG) to ensure that all possible relevant search terms were covered. In order to assure comprehensive coverage, search terms for social anxiety
disorder were kept purposely broad to help counter dissimilarities in database indexing practices and thesaurus ternms, and imprecise reporting of
study populations by authors in the titles and abstracts of records. The search terns for each search are set out in full in Appendix 6 in the full
version of the original guideline document.

EndNote

Citations from each search were downloaded into EndNote, the reference management software, and duplicates removed. Records were then
screened against the eligibility criteria of the reviews before being quality appraised. The unfiltered search results were saved and retained for future
potential re-analysis to help keep the process both replicable and transparent.

Study Design Filters

To aid retrieval of relevant and sound studies, study design filters were used to limit the searches to systematic reviews, randomized controlled
trials, observational studies and qualitative studies. The study design filters for systematic reviews and randomized controlled trials are adaptations
of filters designed by the Centre for Reviews and Dissemination (CRD) and the Health Information Research Unit of McMaster University,
Ontario. The study design filters for observational studies and qualitative studies were developed in-house. Each filter comprises index terms
relating to the study type(s) and associated textwords for the methodological description of the design(s).

Date and Language Restrictions



Systematic database searches were mnitially conducted in August 2011 up to the most recent searchable date. Search updates were generated on a
6-monthly basis, with the final re-runs carried out in October 2012 ahead of the guideline consultation. After this point, studies were only included
if they were judged by the GDG to be exceptional (for exanple, if the evidence was likely to change a recommendation).

Although no language restrictions were applied at the searching stage, foreign language papers were not requested or reviewed, unless they were
of particular importance to a review question.

Date restrictions were only applied for searches that updated existing reviews. In addition, searches for systematic reviews were limited to research
published from 1997 as older reviews were thought to be less useful.

Other Search Methods

Other search methods involved: (a) scanning the reference lists of all eligible publications (systematic reviews, stakeholder evidence and included
studies) for more published reports and citations of unpublished research; (b) sending lists of studies meeting the inclusion criteria to subject experts
(identified through searches and the GDG) and asking them to check the lists for completeness, and to provide information of any published or
unpublished research for consideration (see Appendix 6 in the full version of the original guideline document); (c) checking the tables of contents of
key journals for studies that might have been missed by the database and reference list searches; (d) tracking key papers in the Science Citation
Index (prospectively) over time for further useful references; () conducting searches in ClinicalTrials.gov for unpublished
trial reports; (f) contacting included study authors for unpublished or incomplete data sets. Searches conducted for existing NICE guidelines were
updated where necessary. Other relevant guidelines were assessed for quality using the Appraisal of Guidelines for Research and Evaluation
(AGREE) mstrument. The evidence base underlying high-quality existing guidelines was utilised and updated as appropriate.

Full details of the search strategies and filters used for the systematic review of clinical evidence are provided in Appendix 6 in the full version of
the original guideline document.

Study Selection and Quality Assessment

All primary-level studies included after the first scan of citations were acquired in full and re-evaluated for eligibility at the time they were being
entered into the study information database. More specific eligibility criteria were developed for each review question and are described in the
relevant clinical evidence chapters. Eligible studies were critically appraised for methodological quality (see Appendices 8, 10, 11 and 21 in the full
version of the original guideline document). The eligibility of each study was confirmed by at least one member of the appropriate topic group.

For some review questions, it was necessary to prioritise the evidence with respect to the UK context (that is, external validity). To make this
process explicit, the topic groups took into account the following factors when assessing the evidence:

e Participant factors (for exanmple, gender, age and ethnicity)

e Provider factors (for example, model fidelity, the conditions under which the intervention was performed and the availability of experienced
staff'to undertake the procedure)

e Cultural factors (for example, differences in standard care and differences in the welfare system)

It was the responsibility of each topic group to decide which prioritisation factors were relevant to each review question in light of the UK context
and then decide how they should modify their recommendations.

Unpublished Evidence

Authors and principle investigators were approached for unpublished evidence (see Appendix 5 in the full version of the original guideline
document). The GDG used a number of criteria when deciding whether or not to accept unpublished data. First, the evidence must have been
accompanied by a trial report containing sufficient detail to properly assess the quality of the data. Second, the evidence must have been submitted
with the understanding that data fiom the study and a summary of'the study's characteristics would be published in the full guideline. Therefore, the
GDG did not accept evidence submitted as commercial in confidence. However, the GDG recognised that unpublished evidence submitted by
mvestigators might later be retracted by those nvestigators if the inclusion of such data would jeopardise publication of their research.

Search Strategy for Economic Evidence
Scoping Searches

A broad prelimmary search of the literature was undertaken in December 2010 to obtain an overview of the issues likely to be covered by the
scope, and help define key areas. Searches were restricted to economic studies and HTA reports, and conducted in the following databases:

e EMBASE


http://clinicaltrials.gov

¢ MEDLINE/MEDLINE In-Process
e HTA database (technology assessments)
e NHS Economic Evaluation Database (NHS EED)

Any relevant economic evidence arising from the clinical scoping searches was also made available to the health economist during the same period.
Systematic Literature Searches

After the scope was finalised, a systematic search strategy was developed to locate all the relevant evidence. The balance between sensitivity (the
power to identify all studies on a particular topic) and specificity (the ability to exclude irrelevant studies from the results) was carefully considered,
and a decision made to utilise a broad approach to searching to maximise retrieval of evidence to all parts of the guideline.

Searches were restricted to economic studies and health technology assessment reports, and conducted in the following databases:

e EMBASE

HTA database (technology assessments)
MEDLINE/MEDLINE In-Process
NHS EED

PsycINFO

Any relevant economic evidence arising from the clinical searches was also made available to the health economist during the same period.

The search strategies were nitially developed for MEDLINE before being translated for use in other databases/mterfaces. Strategies were built up
through a number of trial searches, and discussions of the results of the searches with the review team and GDG to ensure that all possible relevant
search terms were covered. In order to assure comprehensive coverage, search terns for social anxiety disorder were kept purposely broad to
help counter dissimilarities in database indexing practices and thesaurus terns, and imprecise reporting of study populations by authors in the titles
and abstracts of records.

For standard mainstream bibliographic databases (EMBASE, MEDLINE and PsycINFO) search terms for social anxiety disorder were
combined with a search filter for health economic studies. For searches generated in topic-specific databases (HTA, NHS EED) search terms for
social anxiety disorder were used without a filter. The sensitivity of this approach was aimed at minimising the risk of overlooking relevant
publications, due to potential weaknesses resulting frommore focused search strategies. The search terms are set out in full in Appendix 7 of the
original guideline document.

Inclusion Criteria for Economic Studies
The following inclusion criteria were applied to select studies identified by the economic searches for further consideration:

e Only studies from Organisation for Economic Co-operation and Development countries were included, as the aim of the review was to
identify economic information transferable to the UK context.

e Selection criteria based on types of clinical conditions and study populations as well as interventions assessed were identical to the clinical
literature review.

¢ Studies were included provided that sufficient details regarding methods and results were available to enable the methodological quality of
the study to be assessed, and provided that the study's data and results were extractable. Poster presentations of abstracts were excluded.

e Full economic evaluations that compared two or more relevant options and considered both costs and consequences as well as costing
analyses that compared only costs between two or more interventions were included in the review.

¢ Economic studies were included if they used clinical effectiveness data from an RCT, a cohort study, or a systematic review and meta-
analysis of clinical studies.

Number of Source Documents

Not stated

Methods Used to Assess the Quality and Strength of the Evidence

Weighting According to a Rating Scheme (Scheme Given)



Rating Scheme for the Strength of the Evidence

Overall Quality of Outcome Evidence in Grading of Recommendations Assessment, Development, and Evaluation (GRADE)

Level Description

High Further research is very unlikely to change confidence in the estimate of effect

Moderate = Further research is likely to have an important impact on confidence in the estimate of effect and may change the estimate

Low Further research is very likely to have an important impact on confidence in the estimate of effect and is likely to change the
estimate

Very low = Any estimate of effect is very uncertain

Methods Used to Analyze the Evidence
Meta- Analysis
Review of Published Meta- Analyses

Systematic Review with Evidence Tables

Description of the Methods Used to Analyze the Evidence

Note from the National Guideline Clearinghouse (NGC): This guideline was developed by the National Collaborating Centre for Mental Health on
behalf of the National Institute for Health and Care Excellence (NICE). See the "Availability of Companion Documents" field for the full version of
this guidance.

Data Extraction
Quantitative Analysis

Study characteristics, methodological quality, and outcome data were extracted fromall eligible studies that met the minimum quality criteria using
Excel based forns (see Appendices in the full version of the original guideline document).

Where possible, outcome data from an intention-to-treat analysis (ITT) (that is, a 'once-randomised-always-analyse' basis) were used. When
making the calculations if there was good evidence that those participants who ceased to engage in the study were likely to have an unfavourable
outcome, early withdrawals were included in both the numerator and denominator. Adverse effects were entered into Review Manager as
reported by the study authors because it is usually not possible to determine whether early withdrawals had an unfavourable outcome.

Masked assessment (that is, blind to the journal from which the article comes, the authors, the institution and the magnitude of the effect) was not
used since it is unclear that doing so reduces bias.

Evaluating Psychometric Data
The psychometric properties of instruments that met inclusion criteria were evaluated according to the following criteria:
Reliability

e <(.60 = unreliable; >0.60 = marginally reliable; >0.70 = relatively reliable
e Inter-rater reliability (» >0.70) = relatively reliable
o Test-retest reliability (+ >0.70) = relatively reliable.

Validity

e Content validity:
e Content Validity Index (CVI) — where available — of: >0.78 for three or more experts
e Does a self-report scale have items that capture the components of the disorder? This is judged by evaluating evidence by referring to
(@) established criteria for a particular construct; (b) other published rating scales; (c) characteristic behaviours reported in the



literature
e Criterion validity: minimum 0.50 (or some suggest 0.30-0.40 is more reasonable)
e Construct validity: >0.50
e Sensitivity/specificity (as previously used): >0.80

Clinical Utility

The assessment instrument should be feasible and implementable in routine clinical care across a variety of assessment settings. The time and skills
required to administer, score and interpret the instrument was also considered, as well as the cost and any copyright issues.

Synthesising the Evidence from Comparative Effectiveness Studies
Pairwise Meta-analysis

Where possible, meta-analysis was used to synthesise evidence from comparative effectiveness studies using Review Manager. If necessary, re-
analyses of the data or sub-analyses were used to answer review questions not addressed in the original studies or reviews.

Dichotomous outcomes were analysed as relative risks (RR) with the associated 95% confidence interval (CI) (see Figure 1, in the full version of
the original guideline document, for an example of a forest plot displaying dichotomous data).

Continuous outcomes were analysed using the standardised mean difference (SMD) to estimate the same underlying effect (see Figure 2, in the full
version of the original guideline document, for an example of a forest plot displaying continuous data). If reported by study authors, intention-to-
treat data, using a valid method for imputation of missing data, were preferred over data only from people who completed the study.

To check for consistency of effects among studies, both the /2 statistic and the chi-squared test of heterogeneity, as well as a visual inspection of
the forest plots were used. The 22 statistic describes the proportion of total variation in study estimates that is due to heterogeneity. For a meta-
analysis of comparative effectiveness studies, the /2 statistic was interpreted in the follow way:

e 0%25%: might not be important

e 25%-50%: may represent moderate heterogeneity
e 50%—75%: may represent substantial heterogeneity
e 75%-100%: considerable heterogeneity

Two factors were used to make a judgement about the importance of the observed value of 2: (1) the magnitude and direction of effects, and (2)
the strength of evidence for heterogeneity (for exanple, p value from the chi-squared test, or a confidence interval for /2).

Where necessary, an estimate of the proportion of eligible data that were missing (because some studies did not include all relevant outcomes) was
calculated for each analysis.

Network Meta-analysis Model

In order to take all trial information into consideration, without ignoring part of the evidence and without introducing bias by breaking the rules of
randomisation (for example, by making "naive" addition of data across relevant treatment arms from all RCTs), Mixed Treatment Comparison
meta-analytic techniques, also termed Network meta-analysis (NMA), were employed. NMA is a generalization of standard pairwise meta-
analysis for A versus B trials, to data structures that include, for example, A versus B, B versus C, and A versus C trials. A basic assumption of
NMA methods is that direct and indirect evidence estimate the same parameter, that is, the relative effect between A and B measured directly from
an A versus B trial, is the same with the relative effect between A and B estimated indirectly from A versus C and B versus C trials. NMA
techniques strengthen inference concerning the relative effect of two treatments by including both direct and indirect comparisons between
treatments, and, at the same time, allow simultaneous inference on all treatments examined in the pair-wise trial comparisons while respecting
randomisation. Simultaneous inference on the relative effect a number of treatments is possible provided that treatments participate in a single
"network of evidence", that is, every treatment is linked to at least one of the other treatments under assessment through direct or indirect
comparisons. Refer to the full version of the original guideline document for additional information on NMA.

Synthesising the Evidence from Test Accuracy Studies
Meta-analysis

Review Manager was used to summarise test accuracy data from each study using forest plots and summary receiver operator characteristic
(ROC) plots. Where more than two studies reported appropriate data, a bivariate test accuracy meta-analysis was conducted using Meta-DiSc in



order to obtain pooled estimates of sensitivity, specificity, and positive and negative likelihood ratios. Refer to the full version of the original
guideline document for additional information.

Grading the Quality of Evidence

For questions about interventions, the Grading Recommendations Assessment, Development, and Evaluation (GRADE) approach was used to
grade the quality of evidence for critical outcomes assessed in pairwise analyses. The technical team produced GRADE evidence profiles (see
below) using GRADEprofiler (GRADEpro) software (Version 3.6), following advice set out in the GRADE handbook.

Evidence Profiles

A GRADE evidence profile was used to summarise both the quality of the evidence and the results of the evidence synthesis for each 'critical and
'important’ outcome. The GRADE approach is based on a sequential assessment of the quality of evidence, followed by judgment about the
balance between desirable and undesirable effects, and subsequent decision about the strength of a recommendation.

Within the GRADE approach to grading the quality of evidence, the following is used as a starting point:

e Randomised trials without important limitations provide high quality evidence
e Observational studies without special strengths or important limitations provide low quality evidence.

For each outcome, quality may be reduced depending on five factors: limitations, inconsistency, indirectness, imprecision and publication bias. For
the purposes of the guideline, each factor was evaluated using criteria provided in Table 3 of the full version of original guideline document.

For observational studies without any reasons for down-grading, the quality may be up-graded if there is a large effect, all plausible confounding
would reduce the demonstrated effect (or increase the effect if no effect was observed), or there is evidence of a dose-response gradient (details
would be provided under the 'other’ colunmmn).

Each evidence profile also included a summary of the findings: number of participants included in each group, an estimate of the magnitude of the
effect, and the overall quality of the evidence for each outcome.

Extrapolation

‘When answering review questions, it may be necessary to consider extrapolating from another data set where direct evidence froma primary data
set is not available. Refer to the full version of the original guideline for the principles used in extrapolation.

Health Economics Methods

The aim of the health economics was to contribute to the guideline's development by providing evidence on the cost effectiveness of interventions
for people with social anxiety disorder covered in the guideline. This was achieved by:

¢ Systematic literature review of existing economic evidence
e Decision-analytic economic modelling,

Systematic reviews of economic literature were conducted in all areas covered in the guideline. Development of a decision-analytic economic
model was considered in areas with likely major resource implications, where the current extent of uncertainty over cost effectiveness was
significant and economic analysis was expected to reduce this uncertainty, in accordance with The Guidelines Manual (see the "Availability of
Companion Documents" field). Prioritisation of areas for economic modelling was a joint decision between the guideline health economists and the
GDG. The rationale for prioritising review questions for economic modelling was set out in an economic plan agreed between NICE, the GDG, the
health economists and the other members of the technical team. The economic question that was identified as a key issue and was subsequently
addressed by economic modelling in this guideline was the cost effectiveness of pharmacological and psychological interventions for adults with
social anxiety.

In addition, literature on the health-related quality of life of people with social anxiety was systematically searched to identify studies reporting
appropriate utility scores that could be utilised in a cost-utility analysis. Methods employed in economic modelling are described in the respective
section of the guideline (Chapter 6, section 6.10, of the full version of the original guideline document).

Applicability and Quality Criteria for Economic Studies

All economic papers eligible for inclusion were appraised for their applicability and quality using the methodology checklist for economic
evaluations recommended by NICE, which is shown in Appendix 8 of the full version of the original guideline. The methodology checklist for
economic evaluations was also applied to the economic model developed specifically for this guideline. All studies that fully or partially met the



applicability and quality criteria described in the methodology checklist were considered during the guideline development process, along with the
results of the economic modelling conducted specifically for this guideline. The completed methodology checklists for all economic evaluations
considered in the guideline are provided in Appendix 21 of the original guideline document.

Methods Used to Formulate the Recommendations
Expert Consensus

Informal Consensus

Description of Methods Used to Formulate the Recommendations

Guideline Development Group (GDG)

During the consultation phase, members of the GDG were appointed by an open recruitment process. GDG membership consisted of:
professionals in psychiatry, clinical psychology, nursing, and general practice; academic experts in psychiatry and psychology; and people with
experience of social anxiety disorder. The guideline development process was supported by staff from the National Collaborating Centre for
Mental Health (NCCMH), who undertook the clinical and health economic literature searches, reviewed and presented the evidence to the GDG,
managed the process, and contributed to drafting the guideline.

Guideline Development Group Meetings

Thirteen GDG meetings were held between July 2011 and February 2013. During each day-long GDG meeting, in a plenary session, review
questions and clinical and economic evidence were reviewed and assessed, and recommendations formulated. At each meeting, all GDG members
declared any potential conflicts of nterest, and service user and carer concerns were routinely discussed as a standing agenda item.

Topic Groups

The GDG divided its workload along clinically relevant lines to simplify the guideline development process, and GDG members formed smaller
topic groups to undertake guideline work in that area of clinical practice. Topic Group 1 covered questions relating to pharmacology, Topic Group
2 covered children and young people, Topic Group 3 covered psychological interventions and Topic Group 4 covered experience of care. These
groups were designed to efficiently manage the large volume of evidence appraisal prior to presenting it to the GDG as a whole. Each topic group
was chaired by a GDG member with expert knowledge of the topic area (one of the healthcare professionals). Topic groups refined the review
questions and the clinical definitions of treatiment interventions, reviewed and prepared the evidence with the systematic reviewer before presenting
it to the GDG as a whole, and helped the GDG to identify flrther expertise in the topic. Topic group leaders reported the status of the group's
work as part of the standing agenda. They also ntroduced and led the GDG discussion of the evidence review for that topic and assisted the GDG
Chair in drafting the section of the guideline relevant to the work of each topic group. Topic groups did not write recommendations—these were all
produced by the full GDG.

Service Users and Carers

Individuals with direct experience of services for social anxiety disorder gave an integral service-user focus to the GDG and the guideline. The
GDG included two people with experience of social anxiety disorder. As full GDG members they contributed to writing the review questions,
providing advice on outcomes most relevant to service users and carers, helping to ensure that the evidence addressed their views and preferences,
highlighting sensitive issues and terminology relevant to the guideline, and bringing research to the attention of the GDG. In drafting the guideline,
they met with the NCCMH team on several occasions to develop the chapter on experience of care and they contributed to writing the guideline's
introduction and identified recommendations from the service user and carer perspective.

National and International Experts

National and international experts in the area under review were identified through the literature search and through the experience of the GDG
members. These experts were contacted to identify unpublished or soon-to-be published studies, to ensure that up-to-date evidence was included
i the development of the guideline. They informed the group about completed trials at the prepublication stage, systematic reviews in the process
of being published, studies relating to the cost effectiveness of treatment and trial data if the GDG could be provided with full access to the
complete trial report. Appendix 5 lists researchers who were contacted.

Review Questions



Review (clinical) questions were used to guide the identification and interrogation of the evidence base relevant to the topic of the guideline. Before
the first GDG meeting, review protocols were prepared by NCCMH staff based on the scope (and an overview of existing guidelines), and
discussed with the guideline Chair. The draft review questions were then discussed by the GDG at the first few meetings and amended as
necessary. Where appropriate, the questions were refined once the evidence had been searched and, where necessary, sub-questions were
generated. The review questions can be found in the relevant evidence chapters.

For questions about interventions, the PICO (Population, Intervention, Comparison and Outcone) framework was used (see Table 1 in the full
version of the original guideline document).

From Evidence to Recommendations

Once the clinical and health economic evidence was summarised, the GDG drafted the recommendations. In making recommendations, the GDG
took into account the trade-off between the benefits and harms of the intervention/instrument, as well as other important factors, such as economic
considerations, values of the development group and society, the requirements to prevent discrimination and to promote equality, and the GDG's
awareness of practical issues.

Finally, to show clearly how the GDG moved from the evidence to the recommendations, each chapter has a section called 'from evidence to
recommendations'. Underpinning this section is the concept of the 'strength’ of a recommendation This takes into account the quality of the
evidence but is conceptually different. Some recommendations are 'strong’ in that the GDG believes that the vast majority of healthcare
professionals and service users would choose a particular intervention if they considered the evidence in the same way that the GDG has. This is
generally the case if the benefits clearly outweigh the harms for most people and the intervention is likely to be cost effective. However, there is
often a closer balance between benefits and harns, and some service users would not choose an intervention whereas others would. This may
happen, for example, if some service users are particularly averse to some side effect and others are not. In these circunstances the
recommendation is generally weaker, although it may be possible to make stronger recommendations about specific groups of service users. The
strength of each recommendation is reflected in the wording of the recommendation, rather than by using ratings, labels or symbols.

Where the GDG identified areas in which there are uncertainties or where robust evidence was lacking, they developed research
recommendations. Those that were identified as 'high priority' were developed further in the National Institute for Health and Care Excellence
(NICE) version of the guideline, and presented in Appendix 9 in the full version of the original guideline document.

Method Used to Answer a Review Question in the Absence of Appropriately Designed, High-Quality Research

In the absence of appropriately designed, high-quality research, or where the GDG were of the opinion (on the basis of previous searches or their
knowledge of the literature) that there were unlikely to be such evidence, an informal consensus process was adopted. The process nvolved a
group discussion of what is known about the issues. The views of GDG were synthesised narratively, and circulated after the meeting. Feedback
was used to revise the text, which was then included in the appropriate evidence review chapter.

Informal Consensus

The starting point for the process of informal consensus was that a member of the GDG identified, with help from the systematic reviewer, a
narrative review that most directly addressed the review question. Where this was not possible, a brief review of the recent literature was initiated.

This existing narrative review or new review was used as a basis for beginning an iterative process to identify lower levels of evidence relevant to
the review question and to lead to written statements for the guideline. The process involved a number of steps:

1. A description of what is known about the issues concerning the clinical question was written by one of the group members.

2. Evidence from the existing review or new review was then presented in narrative formto the GDG and further comments were sought about
the evidence and its perceived relevance to the review question.

3. Based on the feedback from the GDG, additional information was sought and added to the mformation collected. This may include studies
that did not directly address the review question but were thought to contain relevant data.

4. 1If, during the course of preparing the report, a significant body of primary-level studies (of appropriate design to answer the question) were
identified, a full systematic review was done.

5. At this time, subject possibly to further reviews of the evidence, a series of statements that directly addressed the review question were
developed.

6. Following this, on occasions and as deemed appropriate by the development group, the report was then sent to appointed experts outside
of the GDG for peer review and comment. The information from this process was then fed back to the GDG for further discussion of the
statements.

7. Recommendations were then developed and could also be sent for further external peer review.



8. After this final stage of comment, the statements and recommendations were again reviewed and agreed upon by the GDG.
Incorporating or Adapting Existing Guideline Recommendations

In deciding whether to incorporate or adapt existing guideline recommendations, the GDG considered that if direct evidence obtained fiom the
current guideline dataset was of sufficient quality to allow development of recommendations. It was only where (a) such evidence was not available
or insufficient to draw robust conclusions and (b) where methods used in previous guidelines were appropriate for the current question that the
'incorporate and adapt' method should be used. Recommendations were only incorporated or adapted after the GDG had reviewed evidence
supporting previous recommendations and confirmed that they agreed with the original recommendations.

Rating Scheme for the Strength of the Recommendations

Not applicable

Cost Analysis
Presentation of Economic Evidence

The existing economic evidence considered in the guideline is provided in the evidence chapters, following presentation of the relevant clinical
evidence, in the full version of the original guideline document. The respective evidence tables that provide an overview of the study characteristics
and results are presented in Appendix 22 of the full version of the guideline. Methods and results of the economic modelling undertaken alongside
the guideline development process are described in detail in Chapter 6 and summarised in an economic evidence profile provided in Appendix 24
of the full version of the original guideline.

Method of Guideline Validation

External Peer Review

Internal Peer Review

Description of Method of Guideline Validation

Registered stakeholders had an opportunity to comment on the draft guideline, which was posted on the National Institute for Health and Care
Excellence (NICE) website during the consultation period. Following the consultation, all comments from stakeholders and experts (see Appendix
4 in the full version of the original guideline document) were responded to, and the guideline updated as appropriate. NICE also reviewed the
guideline and checked that stakeholders' comments had been addressed.

Following the consultation period, the Guideline Development Group (GDG) finalised the recommendations and the National Collaborating Centre
for Mental Health (NCCMH) produced the final documents. These were then submitted to NICE for a quality assurance check. Any errors were
corrected by the NCCMH, then the guideline was formally approved by NICE and issued as guidance to the National Health Service (NHS) in

England and Wales.
Evidence Supporting the Recommendations

Type of Evidence Supporting the Recommendations

The type of evidence supporting the recommendations is not specifically stated.

Benefits/Harms of Implementing the Guideline Recommendations



Potential Beneftits

Appropriate recognition, assessment and treatment of social anxiety disorder

Potential Harms

e Side effects, discontinuation syndromes and drug interactions of pharmacological therapy

¢ Risk of'early activation symptoms with selective serotonin reuptake inhibitors (SSRIs) and serotonin-norepinephrine reuptake inhibitors
(SNRISs), such as increased anxiety, agitation, jitteriness and problens sleeping

e SSRIs and SNRIs are associated with an increased risk of suicidal thinking and self-harm in a minority of people under age 30

Qualifying Statements

Qualifying Statements

e This guidance represents the view of the National Institute for Health and Care Excellence (NICE), which was arrived at after careful
consideration of the evidence available. Healthcare professionals are expected to take it fully into account when exercising their clinical

judgement. However, the guidance does not override the individual responsibility of healthcare professionals to make decisions appropriate

to the circumstances of the individual patient, in consultation with the patient and/or guardian or carer, and informed by the summaries of
product characteristics of any drugs.
e [mplementation of this guidance is the responsibility of local commissioners and/or providers. Commissioners and providers are reminded

that it is their responsibility to implement the guidance, i their local context, i light of their duties to have due regard to the need to elimmate

unlawful discrimination, advance equality of opportunity and foster good relations. Nothing in this guidance should be interpreted in a way
that would be inconsistent with compliance with those duties.
e Treatment and care should take into account individual needs and preferences. People should have the opportunity to make nformed

decisions about their care and treatment, in partnership with their healthcare professionals. If someone does not have the capacity to make
decisions, healthcare professionals should follow the Department of Health's advice on consent and the code of practice that accompanies

the Mental Capacity Act and the supplementary code of practice on deprivation of liberty safeguards. In Wales, healthcare professionals
should follow advice on consent from the Welsh Government.

e The guideline will assume that prescribers will use a drug's summary of product characteristics to inform decisions made with individual
service users.

e This guideline recommends some drugs for indications for which they do not have a UK marketing authorisation at the date of publication, if

there is good evidence to support that use. The prescriber should follow relevant professional guidance, taking full responsibility for the
decision.

o [fthe person is under 16, healthcare professionals should follow the guidelines in the Department of Health's Seeking consent: working with

children.
Implementation of the Guideline

Description of Implementation Strategy

The National Institute for Health and Care Excellence (NICE) has developed tools to help organisations implement this guidance (listed below).
These are available on the NICE website (http/guidance.nice.org,uk/CG159 ).

Key Priorities for Implementation

The following recommendations have been identified as priorities for implementation.
General Principles of Care in Mental Health and General Medical Settings

Improving Access to Services
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When a person with social anxiety disorder is first offered an appointment, in particular in specialist services, provide clear information in a letter
about:

e Where to go on arrival and where they can wait (offer the use of a private waiting area or the option to wait elsewhere, for example outside
the service's premises)

e [ ocation of facilities available at the service (for example, the car park and toilets)

e What will happen and what will not happen during assessment and treatment

When the person arrives for the appointment, offer to meet or alert them (for example, by text message) when their appointment is about to begin.
Identification and Assessment of Adults
Identification of Adults with Possible Social Anxiety Disorder

Ask the identification questions for anxiety disorders in line with recommendation 1.3.1.2 in the NICE guideline Common mental health disorders.
Identification and pathways to care (NICE clinical guideline 123), and if social anxiety disorder is suspected:

e Use the 3-item Mini-Social Phobia Inventory (Mini-SPIN) or

e Consider asking the following 2 questions:
¢ Do you find yourself avoiding social situations or activities?
e Are you fearful or embarrassed in social situations?

Ifthe person scores 6 or more on the Mini-SPIN, or answers yes to either of the 2 questions above, refer for or conduct a comprehensive
assessment for social anxiety disorder.

Interventions for Adults with Social Anxiety Disorder
Treatment Principles

All mterventions for adults with social anxiety disorder should be delivered by competent practitioners. Psychological interventions should be based
on the relevant treatment manual(s), which should guide the structure and duration of the mtervention. Practitioners should consider using
competence frameworks developed from the relevant treatment manual(s) and for all interventions should:

e Receive regular, high-quality outcome-informed supervision

¢ Use routine sessional outcome measures (for example, the Social Phobia Inventory or the Liebowitz Social Anxiety Scale) and ensure that
the person with social anxiety is involved in reviewing the efficacy of the treatment

¢ Engage in monitoring and evaluation of treatment adherence and practitioner competence — for exanple, by using video and audio tapes,
and external audit and scrutiny if appropriate

Initial Treatment Options for Adults with Social Anxiety Disorder

Offer adults with social anxiety disorder individual cognitive behavioural therapy (CBT) that has been specifically developed to treat social anxiety
disorder (based on the Clark and Wells model or the Heimberg model).

For adults who decline CBT and wish to consider another psychological intervention, offer CBT-based supported self-help.

For adults who decline cognitive behavioural interventions and express a preference for a pharmacological intervention, discuss their reasons for
declining cognitive behavioural interventions and address any concerns.

Ifthe person wishes to proceed with a pharmacological intervention, offer a selective serotonin reuptake inhibitor (SSRI) (escitalopram or
sertraline). Monitor the person carefully for adverse reactions.

Interventions for Children and Young People with Social Anxiety Disorder
Treatment for Children and Young People with Social Anxiety Disorder

Offer individual or group CBT focused on social anxiety to children and young people with social anxiety disorder. Consider involving parents or
carers to ensure the effective delivery of the ntervention, particularly in young children.
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Implementation Tools
Audit Criteria/Indicators

Clinical Algorithm

Patient Resources

Resources

For information about availability, see the Availability of Companion Documents and Patient Resources fields below.

Institute of Medicine (IOM) National Healthcare Quality Report
Categories

IOM Care Need

Getting Better

Living with Illness

IOM Domain
Effectiveness

Patient-centeredness

Identifying Information and Availability
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National Collaborating Centre for Mental Health. Social anxiety disorder: recognition, assessment and treatment. London (UK): National
Institute for Health and Care Excellence (NICE); 2013 May. 44 p. (Clinical guideline; no. 159).
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(NICE) clinical guidance. In these cases the Guideline Development Group was careful to preserve the meaning and intent of the original
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Electronic copies: Available from the National Institute for Health and Care Excellence (NICE) Web site . Also available

for download n ePub and eBook formats from the NICE Web site

Availability of Companion Documents
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The following are available:

e Social anxiety disorder: recognition, assessiment and treatment. Full guideline. London (UK): National Institute for Health and Care
Excellence (NICE); 2013 May. 292 p. (Clinical guideline; no. 159). Electronic copies: Available from the National Institute for Health and

Care Excellence (NICE) Web site
e Social anxiety disorder: recognition, assessiment and treatment. Appendlces London (UK): National Institute for Health and Care
Excellence (NICE); 2013 May. (Clinical guideline; no. 159). Electronic copies: Available from the NICE Web site

e Social anxiety disorder: recognition, assessment and treatment. Baseline assessment tools. London (UK): National Institute for Health and
Care Excellence (NICE); 2013 May. (Clinical guideline; no. 159). Electronic copies: Available from the NICE Web site

e Social anxiety disorder: recognition, assessment and treatment. Clinical audit tool. London (UK): National Institute for Health and Care
Excellence (NICE); 2013 May. (Clinical guideline; no. 159). Electronic copies: Available from the NICE Web site

e Social anxiety disorder: recognition, assessment and treatment. Costing report. London (UK): National Institute for Health and Care
Excellence (NICE); 2013 May. 26 p. (Clinical guideline; no. 159). Electronic copies: Available from the NICE Web site

e Social anxiety disorder: recognition, assessment and treatment. Costing template. London (UK): National Institute for Health and Care
Excellence (NICE); 2013 May. (Clinical guideline; no. 159). Electronic copies: Available from the NICE Web site

e Social anxiety disorder: recognition, assessment and treatment. Podcast (with a service user representative from the guideline development
group). London (UK): National Institute for Health and Care Excellence (NICE); 2013 May. (Clinical guideline; no. 159). Available from

the NICE Web site
e Social anxiety disorder: recognition, assessment and treatment. Podcast (with a service user). London (UK): National Institute for Health

and Care Excellence (NICE); 2013 May. (Clinical guideline; no. 159). Available from the NICE Web site
e Cognitive behavioural therapy (CBT) competence framework and list of treatment manuals for CBT. Available from the NICE Web site

e Social anxiety disorder: overview. NICE pathway. (UK): National Institute for Health and Care Excellence (NICE); 2013 May. (Clinical
guideline; no. 159). Electronic copies: Available from the NICE Web site

Patient Resources
The following is available:

e Social anxiety disorder. Information for the public. London (UK): National Institute for Health and Care Excellence (NICE); 2013 May.

Electronic copies: Available from the National Institute for Health and Care Excellence (NICE) Web site . Also
available for download in ePub and eBook formats from the NICE Web site . Also available in Welsh from the
NICE Web site

Please note: This patient information is intended to provide health professionals with information to share with their patients to help them better understand their health and their
diagnosed disorders. By providingaccess to this patient information, it is not the intention of NGC to provide specific medical advice for particular patients. Rather we urge patients
and their representatives to review this material and then to consult with a licensed health professional for evaluation of treatment options suitable for them as well as for diagnosis and
answers to their personal medical questions. This patient information has been derived and prepared from a guideline for health care professionals included on NGC by the authors or
publishers of that original guideline. The patient information is not reviewed by NGC to establish whether or not it accurately reflects the original guideline's content.

NGC Status

This summary was completed by ECRI Institute on July 19, 2013. This summary was updated by ECRI Institute on October 21, 2016 following
the U.S. Food and Drug Administration advisory on opioid pain and cough medicines combined with benzodiazepines.

The National Institute for Health and Care Excellence (NICE) has granted the National Guideline Clearinghouse (NGC) permission to include
summaries of their clinical guidelines with the intention of dissemmating and facilitating the implementation of that guidance. NICE has not yet
verified this content to confirm that it accurately reflects that original NICE guidance and therefore no guarantees are given by NICE in this regard.
AIINICE clinical guidelines are prepared in relation to the National Health Service in England and Wales. NICE has not been nvolved i the
development or adaptation of NICE guidance for use in any other country. The full versions of all NICE guidance can be found at
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Copyright Statement

This NGC summary is based on the original guideline, which is subject to the guideline developer's copyright restrictions.

Disclaimer

NGC Disclaimer
The National Guideline Clearinghoused, ¢ (NGC) does not develop, produce, approve, or endorse the guidelines represented on this site.

All guidelines summarized by NGC and hosted on our site are produced under the auspices of medical specialty societies, relevant professional
associations, public or private organizations, other government agencies, health care organizations or plans, and similar entities.

Guidelines represented on the NGC Web site are submitted by guideline developers, and are screened solely to determine that they meet the NGC
Inclusion Criteria.

NGC, AHRQ, and its contractor ECRI Institute make no warranties concerning the content or clinical efficacy or effectiveness of the clinical
practice guidelines and related materials represented on this site. Moreover, the views and opinions of developers or authors of guidelines
represented on this site do not necessarily state or reflect those of NGC, AHRQ), or its contractor ECRI Institute, and inclusion or hosting of
guidelines in NGC may not be used for advertising or commercial endorsement purposes.

Readers with questions regarding guideline content are directed to contact the guideline developer.
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